Objective To examine longitudinal, bidirectional associations between disordered eating and physical/psychosocial health-related quality of life (HRQOL) in a nonclinical community sample of elementary school-age youth. Methods Participants included 130 children between the ages of 7 and 10 years (M age ¼ 8.62). Disordered eating and physical/psychosocial HRQOL were assessed using self-report measures at three time points. The potential bidirectional associations were examined using a longitudinal panel model. Results Higher disordered eating predicted lower psychosocial HRQOL during a 6-month period within the same academic year, and lower HRQOL predicted higher disordered eating during a 6-month period across academic years. Conclusion The current study found longitudinal, bidirectional associations between disordered eating and psychosocial, but not physical, HRQOL. The results provide evidence for psychosocial HRQOL as a potential predictor and consequence of disordered eating attitudes. Limitations, future directions, and implications of this research are discussed.
Disordered eating attitudes and behaviors, which can be defined as a "range of abnormal eating behaviors with different severity that involve . . . fear of fatness, unhealthy weight control behaviors and preoccupation thinking about food" (Khodabakhsh & Kiani, 2014, p. 400) , have traditionally been understood to develop during adolescence. However, there is evidence of a childhood development model of disordered eating (Wertheim, Paxton, & Blaney, 2009) , which suggests that disordered eating may develop in elementary school-age boys and girls. For example, Lowes and Tiggemann (2003) found that body ideals and concerns developed around 5-6 years of age and that the concept of dieting was understood by 7-8 years of age. Furthermore, Combs, Pearson, Zapolski, and Smith (2013) found that in the previous 2 weeks, 12.1% of elementary school-age youth reported binge eating, 4.8% reported purging, and 9.7% reported restricting food intake; the results also indicated that the disordered eating attitudes and behaviors were similar for girls and boys. This childhood development model is further highlighted by a 119% increase in hospitalizations for disordered eating in children <12 years of age between the years of 1999 and 2006 (Agency for Healthcare Research and Quality, 2009 ), which may be because there has been an increase in the attitudes and behaviors or because there has been an increase in awareness and screening. Because there is evidence to suggest that disordered eating attitudes and behaviors are present in elementary school-age youth, the context of the development of the attitudes and behaviors and the consequences that result from them must be studied to identify children at risk and areas for intervention.
Many studies that examine the consequences of disordered eating attitudes and behaviors in youth focus on physical health-related consequences such as weight cycling, malnutrition, full-syndrome eating disorders, and obesity (e.g., Johnson, Cohen, Kasen, & Brook, 2002; Neumark-Sztainer et al., 2006) . In addition to the physical consequences of disordered eating, there are also psychosocial consequences including increased risk for depression, low selfesteem, substance use, missed classes in school, and suicidal ideation (e.g., Ackard, Fulkerson, & Neumark-Sztainer, 2011; Brausch & Gutierrez, 2009; Yanover & Thompson, 2008) . Because the negative consequences of disordered eating attitudes and behaviors range across various domains (i.e., physical, psychological, and social), current researchers and clinicians rely on a biopsychosocial framework to understand the negative impact of the attitudes and behaviors on youth (see Smolak & Thompson, 2009) .
Although numerous studies have examined the effects of disordered eating attitudes and behaviors on individual physical or psychosocial factors within the biopsychosocial framework, studies rarely examine the impact of such attitudes and behaviors on youth across multiple domains. To measure the burden of a health condition on a person's overall functioning, the Center for Disease Control (2011b) recommends examining health-related quality of life (HRQOL), a multidimensional concept of a person's perceptions of his or her physical and psychosocial health (Spieth & Harris, 1996) . Public health researchers are widely incorporating measures of HRQOL into their research studies as a "patient reported outcome" (Acquadro et al., 2003) because information is collected directly from the individual without being filtered by another person (i.e., researcher or clinician; Centers for Disease Control and Prevention [CDC], 2011b). Such patient-reported outcomes can help researchers and clinicians understand how health conditions influence symptoms and functioning. Therefore, assessing the associations among physical and psychosocial HRQOL and disordered eating attitudes and behaviors may be important to understanding the overall burden of disordered eating on individuals.
In addition to examinations of the consequences of disordered eating attitudes and behaviors in youth, a robust literature has examined various predictors of disordered eating. A biopsychosocial framework can also be used to conceptualize the risk factors for disordered eating attitudes and behaviors (e.g., Ricciardelli, McCabe, Holt, & Finemore, 2003; Rodgers, Paxton, & McLean, 2014) . Biological or physical risk factors include higher weight status and alterations in serotonin levels (e.g., Ricciardelli et al., 2003; Rodgers et al. 2014; Stice, 2002) . Psychological factors that contribute to the development of disordered eating attitudes and behaviors include negative emotionality and low self-esteem, and social factors that contribute include peer influence such as teasing and social status (Croll, Neumark-Sztainer, Story, & Ireland, 2002; Littleton & Ollendick, 2003; Ricciardelli & McCabe, 2004; Stice, 2002) . Of note, these psychological and social factors are incorporated into, and are domains of, the multidimensional concept of HRQOL. For example, items on the psychosocial health subscale of the Pediatric Quality of Life Inventory (PedsQL TM 4.0; Varni, Seid, & Kurtin, 2001 ), a common pediatric HRQOL measure, inquire whether the individual feels sad, blue, or angry, which are all indicators of negative emotionality. Other items on the psychosocial health subscale of the PedsQL inquire about self-esteem (e.g., "I cannot do things that other kids my age can do."), teasing (e.g., "Other kids tease me."), and social status (e.g., "Other kids do not want to be my friend."). A broad, multidimensional concept like HRQOL may be measuring multiple risk factors of disordered eating; therefore, HRQOL represents a potentially important predictor, in addition to a consequence, of disordered eating attitudes and behaviors.
Although the literature on disordered eating attitudes and behaviors in youth has established an association with HRQOL, a methodological limitation in the extant literature is that all identified studies examining the associations were cross-sectional, which precludes conclusions about causality and directionality among variables. For example, cross-sectional methodologies were used in each of the four recent studies that found an association between disordered eating attitudes and behaviors and HRQOL in adolescents (e.g., Doyle, Le Grange, Goldschmidt, & Wilfley, 2007; HerpertzDahlmann, Wille, Hö lling, Vloet, & Ravens-Sieberer, 2008; Jalali-Farahani, Chin, Nasir, & Amiri, 2015; Jenkins et al., 2014) , and in both studies that found an association between the variables in elementary schoolage youth (e.g., Gowey, Lim, Clifford, & Janicke, 2014; Mitchell & Steele, 2016) .
1 Of note, the crosssectional evidence suggests that disordered eating attitudes and behaviors may be particularly associated with psychosocial HRQOL, rather than physical HRQOL (e.g., Baiano et al., 2014; Doll, Petersen, & Stewert-Brown, 2005; Gowey et al., 2014; JalaliFarahani et al., 2015) . Although the authors of these studies had hypotheses about the directionality of the variables (i.e., HRQOL as a consequence of disordered eating attitudes and behaviors), they mentioned the limitations of their cross-sectional methodologies and called for future research to examine the variables longitudinally to further elucidate causality and directionality.
Only one study was identified that has examined the longitudinal associations between disordered eating attitudes and behaviors and HRQOL. In a 9-year study of adult women, Wade and colleagues (2012) reported that women with higher levels of disordered eating reported lower HRQOL. However, Wade et al. (2012) did not examine HRQOL as a predictor of disordered eating over time, limiting the conclusions regarding the directionality of effects. The current study aims to fill the gap in the literature by examining the longitudinal, bidirectional associations between disordered eating attitudes and HRQOL in elementary school-age youth to elucidate whether HRQOL is a risk factor or consequence (or both) of disordered eating. Understanding the directionality and causality of the associations among the variables could inform prevention and intervention efforts for elementary school-age youth.
The primary goal of the current study was to address gaps in the extant literature by examining potential longitudinal, bidirectional associations between disordered eating attitudes and behaviors and HRQOL. A nonclinical, community sample of elementary school-age boys and girls was chosen because many studies that have examined the association between disordered eating attitudes and behaviors and HRQOL have included clinical samples of youth (mostly adolescents) with clinical eating disorders or with overweight/obesity (e.g., Doyle et al., 2007; Gowey et al., 2014; Jenkins et al., 2014) . Although examining the associations in clinical samples provides useful information, the samples often represent youth who are exhibiting extreme disordered eating and significant impairment in HRQOL. Wade and colleagues (2012) posited that even subclinical levels of symptomatology significantly affect well-being. Therefore, a longitudinal investigation in a community sample allows the findings to be generalized to a wider range of the population.
Based on the existing literature, it was first hypothesized that higher levels of disordered eating attitudes and behaviors would predict lower levels of psychosocial HRQOL. Second, it was hypothesized that lower levels of psychosocial HRQOL would be associated with higher levels of disordered eating over time. It was not hypothesized that physical HRQOL would be a predictor or consequence of disordered eating attitudes and behaviors in this sample for three reasons. First, there is previous evidence to suggest that psychosocial HRQOL, but not physical HRQOL, is associated with disordered eating (e.g., Baiano et al, 2014; Doll et al., 2005; Gowey et al., 2014; JalaliFarahani et al, 2015) . Second, the physical risk factors (e.g., weight status and serotonin levels) and consequences (e.g., weight cycling and malnutrition) of disordered eating are not fully captured in measures of HRQOL (e.g., the PedsQL). Third, physical functioning may not be affected when disordered eating is emerging in childhood because of reduced severity and/or chronicity. Because of the lack of available literature on the suggested time lag necessary to see effects, the current study examined the variables every 6 months, across a 1-year period, as a starting point to examine causality and directionality. Owing to the dearth of literature examining longitudinal associations at varying time intervals, specific hypotheses regarding the time intervals required to see desired effects were not speculated.
Method

Participants
Participants included 130 youth who were enrolled in second to fourth grades at two public elementary schools in the Midwest United States. Students were considered eligible for the current study if (a) they were enrolled in second, third, or fourth grade at the two designated elementary schools at Time 1, (b) they read and spoke English, and (c) their parents or guardians provided written consent. Census data indicated that the schools were located in a middle-class community with a median household income of $46,929 (United States Census Bureau, 2015), and school records indicated that 38.61% of children in the district were from economically disadvantaged homes (Kansas State Department of Education, 2014).
Procedure
The measures included in the current study were a part of a larger survey packet for a project that evaluated the associations among psychosocial variables, physical activity, and weight status.
2 Students were recruited from two public elementary schools in a Midwestern community; the two schools were chosen to allow for a sample of participants that would be representative of the community (e.g., race, ethnicity, socioeconomic status). Information about the study and consent forms were distributed to parents during school events and via weekly folders sent home by homeroom teachers. Parents were asked to return the consent form, regardless of whether they granted or denied consent. According to the State Department of Education, 297 students were eligible for the study at the time of recruitment, yielding an estimated participation rate of approximately 44%. However, only 59 parents indicated that they denied consent, leaving >100 eligible students without parental response; therefore, it could not be confirmed that all parents of eligible students received study information.
Assent was collected before data collection from the students whose parents granted consent. The research team collected self-report data in group format during the school day at a time that was convenient for the schools to minimize the disruption to the school schedule. Trained research staff read measures aloud to the participants and were available to answer questions as needed. Objective measures of height and weight were also collected in private locations in the school. Time 1 occurred approximately 3 months after the beginning of the spring semester, Time 2 occurred 6 months later in the fall semester, and Time 3 occurred 6 months later (1 year from Time 1) in the spring semester. Participants received gift cards to incentivize participation and to compensate students for their time and effort. The procedures described above were approved by the authors' institutional review board, the local public school district office of research and assessment, and the participating schools' administrators.
Measures
Disordered Eating Attitudes and Behaviors
Self-reported disordered eating attitudes and behaviors were assessed at all time points using the Children's Eating Attitudes Test (ChEAT; Maloney, McGuire, & Daniels, 1988) . Anton and colleagues (2006) validated a scoring procedure of the ChEAT in a community sample of youth between the ages of 7 and 13 using 20 items on a 6-point Likert scale from Never (1) to Always (6). Example questions include I eat diet foods and I stay away from foods with sugar in them. Anton and colleagues (2006) found a six-factor structure including overconcern with body size, food preoccupation, calorie awareness and control, dieting, vomiting, and social pressure to gain weight. The total score was used for analyses in the current study. The measure had good internal consistency in the current sample (Time 1 a ¼ 0.85; Time 2 a ¼ 0.79; Time 3 a ¼ 0.83).
Health-related Quality of Life Self-reported HRQOL was assessed at all time points using the PedsQL TM 4.0 (Varni et al., 2001 ). The PedsQL is a 23-item measure that has been validated in community samples of youth between the ages of 5 and 18. The measure has four subscales (i.e., physical, emotional, social, and academic functioning), two summary scores (i.e., physical HRQOL and psychosocial HRQOL), and an aggregate total scale score; the physical HRQOL summary score is simply the physical subscale, and the psychosocial HRQOL summary score is the average of the emotional, social, and academic subscales. Participants indicated how much of a problem they had on each item in the past month on a 4-point Likert scale from Never to Always. The physical and psychosocial summary scores have been shown to differentiate between healthy and patient populations, to correlate with measures of illness burden, and to have good internal consistency (a ¼ 0.77-0.85; Varni et al., 2001 ). Both summary scores had good internal consistency in the current sample across time points (a ¼ 0.75-0.89).
Weight Status
Research staff collected height and weight to the nearest 0.1 cm and kg, respectively, while the participants wore light clothing and no shoes. To ensure reliability, triple measurements were collected and averaged, and body mass index z-score (BMIz) was calculated using a SAS script as recommended by the Centers for Disease Control (CDC, 2011a). BMIz at Time 1 was used as a control variable in analyses.
Demographics
Participants self-reported on demographic information such as their age, date of birth, grade, sex, and race/ ethnicity. Because the current sample had low percentages of participants in racial/ethnic minority groups, a dichotomized variable was used in analyses, with Caucasian coded as 0 and any racial/ethnic minority coded as 1.
Data Analytic Plan
Descriptive statistics for study variables were conducted using IBM SPSS Statistics Version 22. Additionally, logistic regression analyses were conducted using SPSS to determine whether there were differences in participants who completed all waves of data collection in comparison with those dropped out of the study.
The potential bidirectional associations between disordered eating attitudes and behaviors and physical/psychosocial HRQOL across three time points were examined simultaneously by estimating a longitudinal panel model using Mplus statistical software (Version 7; Muthén & Muthén, 1998 . All analyses included standardized continuous variables to aid in interpretation. Initial inspection of the data at the three time points indicated that the variables met the assumptions of normality (see Table I ; Kline, 2011) , so nonnormality did not have to be accounted for in analyses. Percent missing values for study variables ranged from 0% to 25%. To account for the missing data, full information maximum likelihood estimation (FIML) was used; compared with other methods of handling missing data (e.g., listwise and pairwise deletion), FIML has been shown to provide parameter estimates that are less biased (Arbuckle, 1996) .
The path model was estimated to explore the possible reciprocal influences while taking into account the stability of the constructs and controlling for child sex, grade level (a proxy for age), race/ethnicity, and BMIz; these variables were selected as covariates because levels of disordered eating attitudes and behaviors and HRQOL have been shown to differ based on these factors (e.g., Evans, Tovée, Boothroyd, & Drewett, 2013; Franko & Edwards George, 2009; Mitchell & Steele, 2016; Ricciardelli, McCabe, Mussap, & Holt, 2009; Wertheim et al., 2009 ). The initial model allowed each predictor variable and the residuals of the outcome variables to covary. Thus, this model was fully saturated and fit the data perfectly, so model fit statistics were not relevant.
To determine the likelihood of finding a significant result if the effect exists in the population, a power analysis was conducted using G*Power 3.1.9.2. Time 2 and Time 3 dependent variables in the model were predicted by seven predictors (four covariates and three primary variables). For example, Time 2 physical HRQOL was predicted by grade, sex, race/ethnicity, BMIz, Time 1 physical HRQOL, Time 1 psychosocial HRQOL, and Time 1 disordered eating. The power analysis revealed that there would be 80% power to detect medium effects with a sample size of 103, seven predictors, and an alpha coefficient of 0.05. Given that medium to large effects exist in the population, the sample size of the current study provided sufficient power to test hypotheses; however, the current study is underpowered to detect small effects.
Results
Participants at Time 1 included 130 students between the ages of 7 and 10 (M ¼ 8.62, SD ¼ 1.11; 46% boys). The racial/ethnic composition of the sample was 65.2% Caucasian, 7.4% African American, 5.4% Asian, 1.8% Hispanic, 1.8% American Indian, and 17.9% biracial/other (i.e., either reported multiple racial/ethnic groups or indicated a group that was not listed as an option); this racial/ethnic composition was representative of the overall demographic makeup of the school district (Kansas State Department of Education, 2014). The mean BMIz for participants was 0.22 (SD ¼ 1.06); 78.15% of children were of healthy weight, 12.61% were overweight, and 9.24% were obese. In total, 33 participants dropped out of the study before Time 3. Regression analyses revealed that there were no differences on demographic characteristics (i.e., grade, sex, race/ethnicity, and BMIz) and Time 1 primary variables (i.e., disordered eating attitudes and behaviors, physical HRQOL, and psychosocial HRQOL) in these participants and those who completed all waves of data collection (all p > .05). Preliminary Analyses Means, SDs, and correlations among all study variables are presented in Table I . The average scores for disordered eating attitudes and behaviors at all time points indicated that on average, children reported rarely engaging in the attitudes and behaviors (Anton et al., 2006) , and the average scores for physical and psychosocial HRQOL for children in the current sample across all time points were similar to other 8-12-year-olds in a validation of the HRQOL measure (physical HRQOL: M ¼ 85.57, SD ¼ 13.42; psychosocial HRQOL: M ¼ 78.68, SD ¼ 14.59; Varni, Burwinkle, & Seid, 2006) . Boys had higher levels of physical and psychosocial HRQOL and BMIz. In addition, older participants reported higher levels of both types of HRQOL. Higher BMIz was also associated with higher disordered eating at Time 1 and Time 3 and with lower physical and psychosocial HRQOL at Time 2.
As shown, disordered eating attitudes and behaviors were positively associated across each wave of data. Similarly, physical and psychosocial HRQOL were positively correlated across each wave of data. Disordered eating was negatively correlated with both physical and psychosocial HRQOL at Time 1 and at Time 2; however, disordered eating was only negatively associated with psychosocial HRQOL at Time 3.
Path Analysis Models Disordered Eating Attitudes and Behaviors
Results indicated that disordered eating attitudes and behaviors were stable across both 6-month intervals (see Table II or Figure 1 ). Lower psychosocial HRQOL predicted higher disordered eating attitudes and behaviors across the 6-month period between Time 1 and Time 2 (across academic years; b ¼ À0.37, standard error [SE] ¼ 0.13, p ¼ 0.00), but not across the 6-month period from Time 2 to Time 3 (within the same academic year) or the 1-year period from Time 1 to Time 3. Physical HRQOL did not predict disordered eating attitudes and behaviors across any time point.
Health-related Quality of Life
Results indicated that psychosocial HRQOL was stable across both 6-month intervals; however, physical HRQOL was only stable from Time 1 to Time 2 (across academic years; see Table II or Figure 1 ). Higher disordered eating attitudes and behaviors predicted lower psychosocial HRQOL across the 6-month period between Time 2 and Time 3 (within the same academic year; b ¼ À0.33, SE ¼ 0.12, p ¼ .01), but not during the 6-month period from Time 1 to Time 2 (across academic years) or across the 1-year period from Time 1 to Time 3. Disordered eating attitudes and behaviors did not predict physical HRQOL across any time point.
Discussion
The current study was designed to examine potential longitudinal, bidirectional associations between disordered eating attitudes and behaviors and physical/ psychosocial HRQOL in a community sample of elementary school-age youth. Previous research has examined the associations using cross-sectional analyses, often with clinical samples of adolescent females. The current study addressed gaps in the literature because it examined the possible longitudinal, bidirectional associations between disordered eating attitudes and physical/psychosocial HRQOL in elementary school-age youth to elucidate whether HRQOL is a risk factor or consequence (or both) of disordered eating attitudes and behaviors.
The first hypothesis, that higher levels of disordered eating attitudes and behaviors would predict lower levels of psychosocial HRQOL, was partially supported. Higher disordered eating attitude and behavior scores predicted subsequent lower psychosocial HRQOL scores only across a period from Time 2 to Time 3. Higher disordered eating did not predict lower psychosocial HRQOL across academic years from Time 1 to Time 2 or from Time 1 to Time 3. The second hypothesis, that lower psychosocial HRQOL scores would predict subsequent higher disordered eating attitudes and behaviors scores, was also partially supported. Lower psychosocial HRQOL predicted higher disordered eating attitudes and behaviors across the 6-month period across academic years (Time 1-Time 2), but not across a 6-month period within the same academic year (Time 2-Time 3) or during a 1-year period (Time 1-Time 3).
The current study is the first to provide evidence that psychosocial HRQOL can be viewed as a potential risk factor and a consequence of disordered eating attitudes and behaviors in elementary schoolage youth. Based on the findings, it could be suggested that researchers and health care providers monitor disordered eating at the beginning of the school year and implement prevention efforts to protect against potential impairment in psychosocial functioning. It could also be suggested that researchers and health care providers implement prevention efforts at the end of the school year or during the summer for youth with lower psychosocial HRQOL (more negative emotionality, lower self-esteem, more teasing, lower social status) to protect against disordered eating attitudes and behaviors in the coming year. With these suggestions, it should be noted that children like those in the current sample might never be seen in a clinical setting because of their overall limited symptomatology and impairment in functioning. Therefore, it may be appropriate for assessment of eating attitudes and behaviors and psychosocial HRQOL to occur in the school setting. However, because the current study is the first of its nature, more research is needed before conclusions or recommendations about prevention/intervention efforts can be definitively made. Note. Standardized estimates and standard errors are reported along paths between variables. Solid lines and asterisks (*p < .05; **p < .01; ***p < .001) indicate statistically significant paths, and dotted lines indicate nonsignificant paths. Child sex, grade level, race/ethnicity, and BMIz were included as control variables, but were not included in the figure for ease of interpretation. Additionally, each predictor variable and the residuals of the outcome variables were allowed to covary, but were not included in the figure for ease of interpretation.
As hypothesized, physical HRQOL did not predict disordered eating, and disordered eating did not predict physical HRQOL in this nonclinical sample of elementary school-age youth across any time point. As previously posited, it could be that physical functioning is not impacted when disordered eating is just emerging in childhood, and so it may be important to examine the longitudinal association between physical HRQOL and disordered eating in older adolescents or adults. Alternatively, it could be that the physical risk factors (e.g., weight status and serotonin levels) and consequences (e.g., weight cycling and malnutrition) of disordered eating are not fully captured in measures of HRQOL (e.g., the PedsQL). This limitation of the current study could be addressed in future research by considering alternate measures of physical functioning in relation to disordered eating attitudes and behaviors. Although the current study suggests that it may not be appropriate to consider physical HRQOL as a predictor or consequence of disordered eating, more evidence is needed.
Additional limitations of the current study must be taken into account when interpreting the study findings. First, the large majority of the sample was Caucasian and middle class, which limits generalizability; future studies should examine the longitudinal, bidirectional associations in more diverse samples. Another limitation was that, on average, the participants in the study reported "rarely engaging" in disordered eating attitudes and behaviors and reported relatively high levels of HRQOL. It is suggested that future research should examine the bidirectional, longitudinal relationships in samples with more severe symptomatology and impairment. The current study was also limited in the power to examine child sex as a moderator of the bidirectional associations between disordered eating attitudes and behaviors and HRQOL. However, there is research to suggest that there are no differences in elementary school-age boys and girls on variables such as body dissatisfaction, importance of weight, weight-loss strategies, or pressure to lose weight (e.g., Combs et al., 2013; Gowey et al., 2014; Ricciardelli, McCabe, Holt, & Finemore, 2003) . On the other hand, it appears that sex differences in disordered eating attitudes and behaviors may only become apparent after 10 years of age (Ricciardelli & McCabe, 2001) , and so future studies could include child sex as a moderator in older samples.
Because the current study used only included selfreport data (with the exception of objectively measured BMIz), common method variance may have biased the direction or strength of the associations between variables, so future studies should incorporate multiple informants. Further, the current study was limited by the absence of literature, suggesting an appropriate time lag to examine the association between the variables. Ideally, time points in longitudinal studies should be theoretically sound, based on the length of time it would take to see effects; however, as the current study was the first identified study to examine these variables longitudinally in youth, the current time lag of 6 months was as a convenient marker. Future studies should include varying time points to continue to explore the appropriate time lag between the variables.
Notwithstanding these limitations, the current study is the first to examine the associations between disordered eating attitudes and behaviors and physical/psychosocial HRQOL longitudinally and bidirectionally in a community sample of elementary school-age boys and girls, providing information about directionality and causality. Results suggested that there are longitudinal, bidirectional associations between disordered eating attitudes and behaviors and psychosocial HRQOL in elementary school-age youth. Further, results indicate that the time interval used between assessments is critical to understanding the observed effects. Higher disordered eating attitudes and behaviors predicted lower psychosocial HRQOL only during a 6-month period within the same school year, and lower psychosocial HRQOL predicted higher levels of disordered eating during a 6-month period across academic years. Physical HRQOL did not predict disordered eating, and disordered eating did not predict physical HRQOL, across any time point. The findings indicate that future studies should consider psychosocial HRQOL as both a predictor and consequence of disordered eating attitudes and behaviors.
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